Little is known about how pediatricians communicate with overweight Latino children and their parents regarding overweight and obesity.
Latinos are among the most overweight racial/ethnic groups of US children, 1 and are the largest minority group of children in the United States, comprising 16% of children ,18 years old. 2 In addition, 26 million Americans, or ∼9%, have limited English proficiency (LEP), including 20 million adults. 3 It is unclear, however, how pediatricians communicate regarding childhood overweight with parents of overweight Latino children and whether language barriers affect communication of a child' s high weight status during primary care visits.
Well-child visits are an important opportunity to assess and treat childhood overweight/obesity among Latino children. During these visits, pediatricians can engage parents in conversations regarding weight and weight management. The American Academy of Pediatrics (AAP) recommends that clinicians screen for overweight, assess medical/ behavior risk (by performing a history and physical examination and ordering screening laboratory tests), and use a staged treatment approach, including structured primary care weight management and referrals for multidisciplinary treatment. 4, 5 Although obesity management has been studied with the use of retrospective chart review, 6 field notes by observers, 7 and software documenting time and broad content areas, 8 to our knowledge no study has video-/ audio-recorded pediatrician-patient communication to examine specific clinical practice and communication strategies used by pediatricians during primary care visits with overweight children in general (the subject of a separate study) or specifically with Latino children.
It also is unclear whether language barriers affect either communication of children' s high weight status or recommended weight-related clinical practices during primary care visits with overweight Latino children. Previous studies document that, during outpatient visits with LEP Latinos, language barriers affect medical care, 9 many pediatricians do not use professional interpreters, 10 and, even during visits in which a medical interpreter is present, interpretation errors are common and have potential clinical consequences. 11, 12 The impact of language incongruence (LI), defined as pediatrician limited Spanish proficiency combined with parent LEP, on communication and clinical practices related to addressing childhood overweight is unknown.
The study objectives, therefore, were to examine pediatrician communication with overweight Latino children and their families and to determine whether differences exist in communication between language-congruent (LC) and LI parent-pediatrician interactions.
METHODS
The study design was a cross-sectional mixed-methods analysis. A convenience sample of pediatricians, participants, and parents was recruited from 2 primary care clinics in academic and community settings. The sample consisted of equal numbers of pediatricianpatient interactions conducted in English and Spanish. At the academic center, resident/attending dyads were recruited; at the community clinic, only attending physicians were recruited. Written informed consent was obtained from pediatricians and parents (in their preferred language), written assent was obtained from 7-to 12-yearold participants, and verbal assent was obtained from 6-year-old children. The study protocol was approved by the Institutional Review Board of the University of Texas Southwestern Medical Center.
Eligibility criteria were aged between 6 and 12 years, Latino race/ethnicity (by parent self-identification), and overweight, with a directly measured BMI of $85th percentile for age and gender. English and Spanish surveys were verbally administered by a trained bilingual research assistant.
Previsit surveys assessed sociodemographic characteristics (of the child/ parent and pediatrician), language proficiency, and LI, defined as a parent with LEP combined with a pediatrician with limited Spanish proficiency. LEP was measured by using the standard US Census Bureau question on the participant' s self-rated ability to speak English. 13 LEP was defined as anything less than "very well." Pediatricians were asked about Spanish proficiency by using a similar question, with limited Spanish proficiency defined as speaking Spanish less than "very well."
Sociodemographic characteristics assessed for the child included age, gender, and race/ethnicity (all children were Latino by study design). Parental characteristics assessed included age, English proficiency, parental weight and height (by self-report for the parent/ guardian present at the visit, who also reported the weight and height of the other biological parent/guardian if he/ she was not present at the visit), maritalstatus, highest educationalattainment among adults in the child' s household, and annual household income. Pediatrician characteristics (by self-report) included race/ethnicity, gender, and weight and height (ascertained via a series of other questions to mask the study focus on weight).
Child weight and height were measured in the clinic by trained clinical staff with the use of standardized clinical protocols and calibrated instruments. BMI was calculated as weight in kilograms divided by height in meters squared. BMI percentiles were determined by using ageand gender-specific Centers for Disease Control and Prevention growth charts. 14 BMI-percentile categories were defined by using AAP-recommended cutoffs, 4 including healthy weight, overweight, and obesity, defined as the $5th to ,85th, $85th to ,95th, and $95th BMI percentiles for age and gender, respectively. With the use of self-reported parent and pediatrician weight and height from the previsit surveys, healthy weight, overweight, and obesity were defined by using BMI cutoffs of 18.5 to ,25, $25 to ,30, and $30, respectively. 15 Pediatricians and participants were not told that the study was about weight but that it focused on pediatrician-patient communication regarding preventive health topics. Digital video-and audiorecorders were placed in discrete locations in examination rooms by research staff before visits. Participants were recruited from May through October 2012, and $10 honoraria were provided to participating families and pediatricians.
Qualitative Analysis
All recorded visits were viewed (or for audiotapes, listened to) and transcribed. Visits conducted in Spanish or through Spanish interpreters were reviewed, transcribed, and corrected twice by a bilingual medical student and a bilingual research assistant trained in medical Spanish. Transcripts were analyzed by using margin coding and grounded theory. 16 Thematic coding and the constant-comparison method were used to identify communication themes within and between visits. 17 Constant comparison provided a means to group similar codes into themes and subthemes. Three trained coders independently reviewed transcripts, listed major themes and subthemes in the margins, and identified dialogue that best illustrated major themes. To validate thematic coding, coders met to compare results and develop a taxonomy of themes/subthemes. Differences among coders were resolved using consensus. The 3 reviewers also were trained to identify prespecified communication content recommended by the AAP, 18 including the following: determine/ interpret child' s BMI-for-age, assessed as pediatrician communication of weight status by using the growth chart and direct communication that the child was overweight; address culture, assessed as use of a trained medical interpreter (when indicated) and discussion of traditional foods/culturally relevant dietary recommendations (broadly defined as any mention of traditional or culturally relevant Latino foods); perform a comprehensive physical assessment, assessed as communication of weightrelated physical examination findings (eg, acanthosis); identify whether high weight status is accompanied by another disorder, assessed as discussion of family history and weight-related laboratory studies; set treatment goal, assessed as discussion of a goal for weight maintenance or loss; encourage healthy eating behaviors, regular physical activity, and reduced sedentary behaviors, assessed as discussion of changes in sedentary activity, physical activity, and diet; target both parents and children for behavior change, assessed as discussion of parent/family diet/lifestyle changes; and maintain treatment program over a long period of time, assessed as communication referring to a nutrition or a weight-management program and scheduling a follow-up visit with the pediatrician to address weight (Supplemental Fig 2) . Coder agreement was excellent (average pairwise agreement: 85%-100%); k scores, calculated by using the SAS macro MAGREE (SAS Institute, Cary, NC), ranged from 0.71 (for discussion of parent/family diet/lifestyle changes) to 1.0 (for discussion of physical activity and diet).
Quantitative Analysis
Descriptive statistics were used to summarize sample characteristics, proportions receiving each communicationcontent area, and the proportion of parents who reported that the pediatrician communicated with them regarding their child' s weight status.
Pearson' s x 2 statistic was used to compare proportions receiving the communicationcontent areas and reporting pediatrician communication of child overweight between LI and LC groups. Statistical analyses were conducted by using SAS version 9.2.
RESULTS
For children, the mean age was 9.5 years, more than half were female, and most were obese (Table 1 ). For parents, the mean age was 35 years, approximately two-thirds were LEP, and most were overweight/obese, married, and not high school graduates. The mean annual household income was $24 000. For pediatricians, most were female, the plurality was white, approximately one-quarter were Spanish proficient, and less than half were overweight or obese.
Pediatricians used growth charts to communicate weight status in almost two-thirds of visits and directly communicated that the child was overweight in .80% of visits (Table 2) . Only 1 in 4 pediatricians used trained medical interpreters (when indicated), and less than half discussed traditional Latino foods. Physical examination findings were communicated in less than half of visits, family history was assessed in onethird of visits, and laboratory study orders or results were communicated in less than two-thirds of visits. Pediatricians communicated weight-management goals and discussed sedentary activity behaviors in half of visits, recommended physical activity in 4 in 5 visits, encouraged dietary changes in almost all visits, and counseled with regard to parental role-modeling/family/household lifestyle changes in less than one-third of visits. Parents/children received a plan for long-term weight-management treatment, via referral to nutrition, a weightmanagement program, or physician follow-up, in half to two-thirds of visits.
Growth charts were used significantly less often in LI (13%) than in LC (83%) visits (P = .001), and the only LI visit in which the growth chart was reviewed was conducted in English (Table 3) . Discussion of traditional foods/culturally relevant dietary recommendations and nutrition referrals occurred in almost twice as many LI as LC visits; however, these differences were not statistically significant. There were no significant differences between LI and LC visits for any other content areas.
The qualitative analysis of how pediatricians communicate that a child is overweight yielded 5 major themes, 9 subthemes (Table 4) , and unique and overlapping themes/subthemes by LC (Fig 1) . Major communication themes included BMI, weight, obese, chubby, and no communication regarding weight status. During a visit in which BMI was the communication theme, 1 pediatrician said, "I'm worried about the weight. In children, we start to look at their weight in proportion to their height, their body mass index; her BMI is off the charts." For visits in which communication of weight status was organized around "weight," an illustrative pediatrician quote was, "I'm sure you probably are aware of her weight. She was going along-dot, dot, dot, and then boom, she just jumped right up. That' s a big concern. I don't want her to stay up there, it' s not healthy." During some visits, the terms "obese" or "chubby" were used in isolation to convey a child' s high weight status. One physician stated, "He is obese and running the risk of developing high blood pressure, diabetes, and all the problems that come with obesity." Communication themes/subthemes noted in both LC and LI visits were as follows: "not healthy," "high weight," "weight going up," "heavy," and "fat." Unique to LI visits was a lack of any weight discussion; among LC visits, unique themes/subthemes included BMI, overweight, obese/obesity, and muscle mass (Fig 1) .
In the qualitative analysis of how pediatricians communicate weightmanagement treatment goals (Table 5) , 2 major themes (no weight goal and weight goal) and 6 subthemes were identified. For visits in which no goal was given, an illustrative pediatrician quote was, "We are going to see her back in 3 months for a weight follow-up, and we'll see where her weight is going." Underscoring the subtheme "weight deemphasized," another pediatrician stated, "It's not so much about losing weight, it's about changing habits." The following exchange occurred during a visit in which the weight goal was agreed upon collaboratively:
Physician: "I want to see him in 3 months to see how he' s doing." Parent: "How many pounds in 3 months? Two? One?" Child: "Twenty." Physician: "Too much." Child: "Ten?" Physician: "We'll say 7. His goal is 7 pounds."
Another pediatrician who provided a weight goal stated, "Since he gained weight slowly, he should lose weight slowly. If we make him lose weight suddenly, it might not work. Our goal is to lose 5 pounds in 3 months." Regarding the subtheme "maintain weight," a pediatrician said, "Our goal is not to necessarily lose weight, but for the weight to stay stable." In postvisit surveys, 8% of parents reported that the pediatrician did not communicate that their child was overweight (half had direct communication observed in the video-/audio-recording), and 12% reported that their pediatrician stated that their child was at a healthy weight (all had direct communication of overweight observed in the recordings) ( Table 7 ). There was a nonsignificant trend (P = .07) toward LI parents more often reporting no pediatrician communication of the child' s overweight and LC Identify whether "weight status accompanied by any other disorder"
• Family history discussed 35
• Laboratory studies related to elevated weight recommended/discussed 
DISCUSSION
This is the first study, to our knowledge, to directly video-/audio-record pediatricianpatient communication regarding weight among overweight Latino children. Findings of particular concern include the use of terms that people with obesity consider "very undesirable," 19, 20 such as "fat"; the low proportions of parents directly informed of their child' s overweight, weight-management plans, and follow-up visits; and the lack of any weight discussion in LI visits. For effective weight management, patients/parents first must recognize the child' s overweight, and BMI screening and communication increase parental recognition of overweight in children. 21 This is important because, in general, ∼60% of parents do not recognize that their overweight school-age child is overweight. 22 Pediatricians are encouraged to screen for overweight in all children $6 years old and offer children moderate-to high-intensity interventions. 4, 5 Many studies suggest that overweight children and their parents want primary care guidance regarding overweight, weightrelated health risks, behaviors that help improve children' s weight, and follow-up for overweight. 23, 24 Our study indicates, however, that many pediatricians do not communicate that overweight Latino children are overweight. This finding complements other studies of BMI screening among children of other races/ethnicities. 8, 25, 26 Follow-up visits also are crucial, because experimental studies of primary care weight-management interventions in a general population suggest that more frequent, higher-intensity behavioral counseling results in small-tomoderate BMI improvements. 5 A particularly noteworthy finding is that LI is associated with a significantly lower likelihood of the use of growth charts during primary care visits with overweight Latino children. Although the reason for this disparity could not be determined, it is possible that communication barriers led pediatricians with limited Spanish proficiency not to review the growth charts, particularly because a medical interpreter was used in only one-quarter of LI visits, and the only visit in which the growth chart was reviewed was conducted in English. These findings underscore the importance of having appropriate language services available in primary care and performing high-quality weight-management clinical practices when caring for LEP patients. 27 Another notable finding was the low frequency of communication regarding traditional Latino foods or culturally relevant dietary plans. Previous research has documented that Latino parents welcome suggestions regarding how to make traditional Latino foods healthier, suchassubstitutingwhole-wheatforflour tortillas, water with lemon for sugary beverages, and fish for red meat, and including more vegetables in meals 28 ; and culturally tailored obesity interventions have been shown to effectively reduce BMI and improve target health behaviors among Latino-American and MexicanAmerican children. [29] [30] [31] Also noteworthy, although not significant, was the higher frequency of communication regarding traditional foods among LI versus LC groups. It is possible that LI underscored cultural differences, and perhaps the need to address culturally relevant dietary plans. The implications of these study findings are that instead of simply
FIGURE 1
Qualitative analysis of how pediatricians communicate regarding child' s high weight status: themes/ subthemes by LC. Common and unique communication themes/subthemes regarding how pediatricians communicate a child' s high weight status in LI and LC visits are shown. Unique to LI visits was a lack of any weight discussion. This study has several strengths, including being the first to use video-/ audio-recordings to directly observe/ examine pediatrician-patient communication regarding weight during primary care visits; use of a sample of Latino participants with and without LEP; and inclusion of a particularly highrisk group, parents from low-income, low-educational-attainment households with public insurance. High proportions of children from such households are affected by overweight/obesity and have substantial need for effective primary care weight-management solutions. 32 
CONCLUSIONS
The study findings suggest that during primary care visits with overweight Latino children, special attention should be paid to direct communication that the child is overweight with the use of patient-preferred terms (eg, too much weight for his/her health or "demasiado peso para su salud"), providing weightmanagement plans, making culturally relevant dietary recommendations, and scheduling follow-up visits. During primary care visits with LEP families with overweight children, vigilance is needed in providing a trained medical interpreter or bilingual provider and using the growth chart to communicate that the child is overweight. 
